An unusual case of hemangioma involving three adjacent dorsal vertebrae with a clinical picture of progressive paraparesis is presented.
Introduction
Hemangiomas of bone are slow growing benign lesions composed of masses of fully developed adult blood vessels. They occur frequently as silent lesions in any portion of the skeletal system and other organs (Turek, 1984) . Hemangiomas of the vertebral column occur more frequently in women and at an age distribu tion between 12-76 years. Most lesions are asymptomatic and are discovered accidentally on X-ray by the typical appearance of prominent, thickened, vertical trabecular pattern. It is difficult to know how many of these silent lesions are true hemangiomas, because tissue is seldom obtained for histological examina tion. Toepfer (1928) examined 2154 spinal columns and found an incidence of 12% of angiomatous masses in the vertebrae. Junghanns (1932) found an incid ence of 10% of vertebral angiomata in lOOOO spine X-Rays. Probably, most of these, represent local varicosities and not true hemangiomas (Jaffe, 1958) .
Certainly clinical problems are rare, and require further investigation and treatment. We describe a symptomatic case with rare multilevel involvement. Axial CT demonstrated the typical appearance of the lesion in three adjacent different levels: T8-T9-TID. (Fig. 3 A- 
Discussion
When hemangiomas become symptomatic they do so only because of pressure effect on the surrounding structures. In the case of hemangioma of vertebral column due to an expansile enlargement of bodies, pedicles and lamina or by direct invasion of the epidural space by the tumour (Bailey, 1929) . In addition, when hemangioma destroys largely the vertebral body, a compression frac ture may precipitate the onset of symptoms. Sometimes cutaneous hemangiomas of the skin occur in the same dorsal segment as the deep lesion, and may give a clue to diagnosis (Cobb, 1915) . The radiographic findings are usually suggestive of a benign process when a fine shell of dense bone delimits the lesion. When this is the case the differential diagnosis from other benign processes like aneurysmal bone cyst or giant cell tumour is considered. Sometimes though, the margins are so poorly defined on X-ray, that a malignant tumour cannot be ruled out on the basis of plain X-rays. Myelography can reveal a pattern of extradural compression. In our case the use of computerised tomography CT revealed some striking features that deserve comment. While plain tomograms were able to show only the pathological process at TI0, CT revealed that the disease had affected to a lesser extent the adjacent bodies of T8 and T9. In the pre-CT era Reeves (1964) reported a case of hemangioma involving the 2nd, 3rd and 4th thoracic vertebra. In his report, the multiple lesion was evident in plain X-rays. We failed to find other reports of multilevel vertebral hemangioma in our search of the English literature. Reports on CT of hemangioma are scarce. We believe that the CT appearance of hemangioma is so characteristic that confusion with other benign tumours of vertebra can be avoided.
A honeycomb aspect is also encountered in aneurysmal bone cyst, but in the latter case the dark spaces are wider and the dense vertical trabeculae of hemangioma are lacking. Giant call tumour is an expansile soft tissue mass without trabeculation.
It is possible that with increasing experience multilevel hemangioma will become less rare. The presence of the disease in three adjacent vertebral levels in our case and that reported by Reeves suggests that the process extended to the neighbourhood through the disc interspace. Although we are unable to prove this possibility, the alternative explanation, a multifocal disease, seems less likely. It has been said that the ability to cross a vertebral interspace and involve adjacent vertebra is a unique characteristic of aneurysmal bone cyst and a few malignant bone tumours like chordoma (Beabout, 1979) . In order to include hemangioma of the spine in the differential diagnosis, further experience with CT survey in patients affected with this process will be needed. In our case, we decided to perform only a palliative procedure, a decompressive lamin ectomy. We considered that the curative alternative: a triple corporectomy by a transthoracic approach with graft fusion and stabilisation by rods was too formidable for a 65-year-old patient with a benign and slow growing tumour.
There is general agreement that for asymptomatic hemangioma no operative treatment is required. Posterior decompression and radiotherapy have been used for symptomatic tumours, mainly due to the severe bleeding that results when direct attack of the lesion is attempted. Selective spinal angiography with embolisation alone or as preoperative procedure before direct anterior approach to the lesion requires highly qualified personnel and equipment.
